A prospective study was made of 8o patients during typical clinical episodes of acute myocardial infarction with biochemical and scalar electrocardiographic confirmation. Nine 
Criteria for the scalar and vector electrocardiographic diagnosis and localization of myocardial infarction have been proposed and improved upon over many years. Their correlation with each other and with subsequent necropsy findings have led some authors (Gunnar et al., I967) to claim that the spatial vectorcardiogram, and others (Simonson et al., I966) that the scalar electrocardiogram provides the better diagnostic information. It seems to be impossible to devise perfect diagnostic criteria for either the electrocardiogram or vectorcardiogram and an increased diagnostic sensitivity of any proposed criteria is offset by a concomitant loss of specificity with quite high rates of false-positive diagnosis (Eddleman and Pipberger, I97I The criterion for anteroseptal infarction was posterior displacement of the 20 ms vector behind the frontal plane and the criterion for anterolateral infarction was clockwise rotation of the initial forces in the horizontal plane about the point of zero potential.
The criterion of posterior infarction was counterclockwise inscription in the horizontal plane in association with more than half the area of the QRS loop anterior to the point of zero potential.
Scalar electrocardiography
In each case criteria of either myocardial infarction Hiratzka, 1948a, 1949a, b; Myers, Klein and Stofer, I948b) i) The presence of a normal initial R wave in lead Vi or in another lead from the right anterior chest wall (in this study, V3R) plus replacement of the normal initial upright deflection in one or more of the three leads V2, V3, V4 by a QS or an abnormal QR complex, and absence of a normal Q wave from leads V5, V6, and aVL and the standard limb leads. The Q wave of a QR complex was considered abnormal when the time interval from its onset to nadir exceeded 20 ms and when its amplitude was more than 25 per cent of the voltage of the succeeding R wave. Myers and his colleagues (I948b) felt that such a Q wave was only diagnostic of anteroseptal infarction if it was found in every cardiac cycle, otherwise it could be attributable to respiratory changes. In this series this stipulation was not enforced. 2) Classical RS-T displacement in V2 or V3 or V4.
If either criterion were fulfilled a diagnosis of anteroseptal infarction was made.
The criteria of anterolateral infarction (Myers et al., 1948a) 'Classical RS-T displacement' was considered as ST elevation greater than O.I mV, followed by the return of ST to the isoelectric line associated with inversion of the T wave. Sudden inversion of the T wave, per se, was also considered to be evidence of infarction. In I959 the World Health Organization reported that when these classical RS-T changes occurred the probability of myocardial infarction being present was almost IOO per cent.
The electrocardiographic and vectorcardiographic criteria outlined above were strictly observed, and, using them, comparisons were made between the evolving patterns of myocardial infarction on the scalar electrocardiograms and vectorcardiograms.
Results
The results of the comparisons first mentioned are shown in Tables I, 2 , and 3.
Of the 8o cases, I2 had a history and cardiographic evidence of previous infarction (Table 3) .
Nine had bundle-branch block (5 right and 4 left), and one of these, with right bundle-branch block, had both old and recent infarcts (Table 2) . These 2 groups are considered separately.
Patients with first episode of myocardial infarction Sixty cases remained in which we could compare the localization of first infarction determined from the electrocardiogram and vectorcardiogram (Table I) . According to the criteria we adopted the localization agreed in 28 cases but failed to do so in 32. All 6o cases had electrocardiographic evidence of infarction, this being a necessary criterion for inclusion in our series, whereas in 3 of the 6o cases there was no vectorcardiographic evidence of infarction. Table 3 .
Inferior infarction In this group the QRS loops evolve while scalar evidence of infarction was limof the vectorcardiogram frequently indicated evi-ited to ST and T changes but these scalar features dence of inferior infarction when scalar evidence were never preceded by the vectorial changes. In was restricted to ST and T changes but these this group vector and scalar QRS abnormalities scalar changes were never preceded by vectorial evolved simultaneously. QRS abnormalities. When significant vector and scalar QRS changes did not evolve simultaneously, the vectorial criteria were usually fulfilled earlier. Anterolateral infarction Anterolateral infarcEven when criteria for involvement of other areas tion was only diagnosed in conjunction with anteroof the left ventricle were satisfied this observation septal infarction or, less frequently, inferior infarcstill held after the acute infarction. Where there was tion, except for i patient with right bundle-branch evidence of both old and recent infarction we had no and scalar evidence of an anterolateral infarct. evidence that either the electrocardiogram or Again, as with anteroseptal infarction, the vectorvectorcardiogram was superior.
cardiogram might show abnormalities of the QRS loop while scalar evidence of infarction was reAnteroseptal infarction Again we found that, stricted to ST and T changes. When both the after an acute infarction, significant abnormalities electrocardiogram and vectorcardiogram showed in the QRS loop of the vectorcardiogram could QRS abnormalities these sometimes appeared first 
